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1. INTRODUCTION 
Although the United States spends more on health care than all the industrialized nations, 65 million 
residents still remain uninsured [1]. The Patient Protection and Affordable Care Act (ACA) was enacted in 
2010 in an attempt to solve the problem of the millions without insurance. Thousands of pages long, many 
legislators had not read the whole bill nor did they understand it. It passed with Democratic support only and 
not one Republican vote supported its enactment. The bill’s major provisions will take effect in 2014, 2018, 
and 2020. Dubbed “Obamacare” by skeptical, resistant Republicans, the bill has been a source of controversy 
since its inception. Although there was dissatisfaction with the country’s health care system, the ACA was 
relatively unpopular and the subject of many debates. Recently the ACA has been under fire as the subject of 
lawsuits claiming the bill violates the public’s civil rights. Lawmakers continue to debate the ethics behind 
the bill and organizations such as the American Medical Association (AMA) and the American Association 
of Retired Persons (AARP) continue to argue against the economics of the health care reform bill [2].                                  
The Institute of Medicine (IOM) estimates between 44,000 and 99,000 people die in hospitals every 
year from medical errors. Medical errors are the eighth leading cause of death in the US. The US ranks last 
out of 16 industrialized nations in regards to deaths as a result of medical errors. Statistics from the IOM 
average one in five patients are readmitted to the hospital within 30 days of discharge. The average per capita 
expense for a US patient is $8,508, second only to Norway [1]. 
Crucial to the ACA is every American’s right to health insurance. Federal funding on the bill is 
expected to reach $938 billion over a decade, according to a non-partisan Congressional Budget Officer [3]. 
States may be expected to fund their own private insurance exchanges, but most states are waiting to see 
what happens to the Obama administration’s bill after a Supreme Court decision or the November election 
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results may repeal part or the entire bill [4]. An addition 34 million people are expected to be on the rolls of 
the insured lists by 2021, increasing the percentage of non-elderly Americans with insurance from 83% to 
95% if the ACA survives its current legal battles. One strong point in favor of the reform is the opportunity 
for health care prevention. The ACA has an opportunity to reorient the American health care system to a 
health prevention system rather than a health care system. Currently 95% of medical dollars is spent on 
medical care and only 1-2% is spent on prevention [5]. 
The ACA has five cost control tools: the Cadillac tax, exchanges, comparative effectiveness 
research, and the independent payment advisory board. These tools help control spending and budget for 
controlling health care spending in the coming decade. Medicare and Medicaid spending is out of control. 
The ACA is using some tools to cut costs and develop a more comparative cost per service health care 
system. The health insurance exchanges will ensure that people will get good deals on insurance as the 
competition will drive prices lower; or so that is the projected scenario [6]. 
Probably the most notable aspect of the ACA is the individual mandate of the bill. This mandate is 
the subject of lawsuits and controversy. The individual mandate requires that some 50 million uninsured 
Americans buy insurance by 2014. This “lightening rod” of the bill contains the very heart of the ACA. 
Preventive services can be served under the individual mandate. The ACA changes the way Americans 
perceive health by promoting public health as they take on these insurance policies and receive health care 
for the first time in some cases [7]. 
The ACA is changing the face of health care in America, good or bad. Americans spend millions of 
dollars on health care every year. The government is intervening by mandating public health insurance for 
all, in essence by promoting a public health policy. Organizations such as the AMA and AARP will continue 
to fight on as the arguments over the ACA continue. Politics will drive the bill until the Supreme Court has 
heard the case on the grounds for the individual mandate. While many have never read the bill in its entirety, 
health care reform is necessary; whether or not it is in the form of the ACA remains to be seen. 
Within this culture of health care reform, it is important that several factors are examined such as 
new graduate nurses, the autonomy of the nurse practitioner which will become a driving force behind 
providers in rural and urban areas in the coming years, and several global factors that drive health care. In 
this paper, health care reform, economics and the new graduate, the shortage of nurses, autonomy of the 
emergency nurse practitioner, acute global issues will be examined. 
 
 
2. ECONOMICSAND THE NEW GRADUATE 
Climate change will have a strong impact on the future of nursing. Most nursing students leave 
nursing school with the hope of finding a job right away. After all, there is a national nursing shortage. 
However, the facts may fall in a far different economic direction for the new graduate. While national 
statistics indicate the current nursing shortage will grow to over one million nurses by the year 2020, not all 
regions may be affected by the shortage. Current graduates are finding it more difficult to find jobs in some 
regions. Reasons for the difficulties in finding a job include: nurses returning to the workforce due to the 
economic recession, more nurses increasing hours, and increased competition for available slots [8]. Nursing 
schools are ill-prepared to handle the current economic state of the job market. Contributing factors include: 
difficulties in finding clinical sites, decreased numbers of faculty, and rising numbers of nursing school 
applicants [9]. In this paper, the current economic state of nursing education and the job market will be 
examined with regard to the 2008 Regression. 
Despite the current regression, jobs in the health care field have remained steady. With the number 
of Americans growing older and 38% of hospitalized patients comprised of older Americans, nurses are still 
in high demand [10]. Adams reports on a new initiative by Michigan’s Oakland State University to diversify 
its nursing education program to include more clinical sites and better training for its new graduates. A lack 
of faculty and difficulty in finding clinical sites make it difficult to prepare students adequately to meet the 
needs of employers looking to fill vacancies [9]. At Oakland State University, partnerships with health care 
organizations are helping to fill the gap between finding clinical sites and adjunct faculty [10]. 
With the dwindling supply of experienced nurses, more and more hospitals will have to fill 
vacancies with inexperienced nurses. Within the next decade, a 50% turnover of nurses is expected. To 
combat these statistics, nurse residency programs have been implemented by some states and nursing schools 
to prepare nursing students to meet the challenges of the workforce [11]. This increases the competence level 
of new graduates. 
The expectations of new graduate education have increased by hospitals. Nursing schools are 
increasingly investing in technology such as simulators. Better training will help new graduates find jobs 
faster than traditional programs. In addition, cooperation between organizations and nursing school will 
strengthen the new graduate job market [12]. 
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Terry and Whitman [9] report that nursing schools will need to rise to meet the economic challenges 
facing nursing students. Creative methods in finding jobs and recruitment efforts will only enhance the new 
graduate experience. Nurse educators must strive to prepare students to meet real world challenges so that 
finding a job is not only easier, but offers a more secure future. 
Climate change has been foretold as the biggest global event in this century. Topics such as how the 
global climate affects nursing and how it affects health care are important to all medical professionals. Topics 
in under-developed countries such as Ebola and Cholera will have a large impact on the crisis of nursing in 
the US. Nursing students must be prepared to meet the challenges of global health care by finding solutions 
for care. 
 
 
3. THE SHORTAGE OF NURSES AND ITS GLOBALIMPACT 
Feldstein (2011) [2] defines the nursing shortage as the demand for nurses greater than the number 
of nurses willing to work for a particular wage. Nursing periodically experiences cyclic shortages that began 
as early as the 1960s. Government agencies, schools of nursing, and professional nursing agencies have 
worked together over the years to solve the nursing shortage. The nursing shortage was predicted at 10% in 
2005 and by 2020, could grow to 29% of the entire nursing population [13]. 
For new graduates, current predictions might be direr. Health care facilities are able to hire all the 
experienced nurses they want at current wages in most states. For example, in Nevada, many new graduates 
are having a difficult time finding jobs due to economic factors, a saturated market, and no-vacancy rates in 
area hospitals. However, there is hope for the new graduates as the average age for the current working nurse 
is 47-years. Over 900,000 of the estimated 2.6 million working registered nurses are 50 or over. There has 
been a recent influx of nurses returning to the workforce due to the poor economy. There is also increased job 
dissatisfaction associated with nursing in today’s health care arena; attributed to increased technologies, 
increased patient acuities, and increased physical demand [14]. These factors may have contributed to 
alleviating the current demand for nurses temporarily. 
Whether or not there a nursing shortage really exists is a question no one can answer at this point. 
Some experts like Beall say yes. In her opinion, the recession has relieved the demand for nurses temporarily 
due to a poor economic situation, but the threat for high vacancy rates still continues in some areas and in the 
future for most areas. By the year 2025, some 260,000 nurses will be needed to care for the patients in health 
care facilities in this country [15]. This is especially troubling for several reasons. The Institute of Medicine 
(IOM) developed several recommendations for nurses in 2010 that could strongly impact the future of 
nursing [16]. For example, nurses should practice to the full extent of their education and training, achieve 
higher education, and be full partners with physicians, among others. However, the real shortage lies with 
nursing faculty [15]. 
The nursing shortage periodically cycles throughout the American nursing history. Predictions for 
the 2020 shortage seem to loom large, however, many nurses are middle-aged are working close to 
retirement. The current relief from the nursing shortage has fooled some educators and officials into thinking 
the shortage is going away. However, the lull is probably temporary and based on the economy [13]. 
Educators, professional organizations, and the federal government should act now to grow programs to 
increase the nursing base. Nursing faculty are experiencing a global shortage as well. The overall number of 
nursing faculty has steadily decreased within the last decade. Over 75,000 nursing students are turned away 
from programs due to the lack of appropriate faculty. This is an ongoing global program. The nursing faculty 
shortage is due to a confluence of factors, including the global migration of nurses, an aging faculty, a 
reduced younger faculty hiring pool, decreased satisfaction with the faculty role, lack of funding and poor 
salaries, a seeming persistent devaluation of faculty by academic institutions, increased dependence on 
contingent faculty, and overall reduction in full time equivalent (FTE) faculty. There seems to be no 
consensus or plan among nursing professionals to fix this growing problem although more and more 
literature is being published. Table 1 [17] illustrates global change necessary to find solutions to the nursing 
shortage. 
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Table 1. Global solutions to the nursing shortage 
Solutions Percentage (%) 
International cooperative policies and programs 10.00 
Managed migration 6.67 
Educational paradigm change 28.33 
Removal of barriers 9.17 
Centralized data & strategy 30.83 
Stable funding 8.33 
Nurse scholarship 3.33 
Competitive faculty salary 3.33 
 
 
4. AUTONOMYAS A STATE OF BEING FOR THE EMERGENCY NURSE PRACTITIONER 
Autonomy for the nurse practitioner (NP) is an ongoing practice debate and one that affects quality 
care, safety, and can determine the course of the development of current and future NP programs in the US. 
For the emergency NP, autonomy is a pressing issue related to practice because not only do patients present 
to the emergency room (ER) in emergent conditions, there are many opportunities for NPs in the ER to act 
autonomously by treating minor injuries, common illnesses, as well as trauma as it presents. Emergency NPs 
practicing in rural areas may see any number of trauma patients independently and be prepared to treat these 
patients as well as any treating physician would in the case. Safe practice is an important part of autonomous 
NP practice as it deals with knowing limitations yet being able to maintain a standard level of care by 
referring, transferring, or simply sending from fast-track to the main ER. State and federal stakeholders want 
to see that NPs can maintain a safe, autonomous practice that will not jeopardize the quality of care of the 
patient or the safety of the patient. Educational programs must gear themselves for the future of nursing and 
the differences ahead that will embody changes in the way nursing is practiced so that when NPs graduate 
they will be strong, competent, and ready for autonomous practice. 
 
4.1. Identification of Practice Issue 
A select group of staff from the University of California at San Francisco (UCSF) (2011) [18] pulled 
together a project that examined today’s autonomous practice of nursing and what would be expected once 
the next wave of fully insured health care consumers hit the health care arena. Using data from the Robert 
Wood Johnson Foundation, staff was able to determine that to meet quality guidelines for the next generation 
of health care consumption, new lines of autonomy must be developed. To meet these needs, educators and 
students alike must be eager to take on a new view of nursing in this health care society and examine the next 
step in health care provision. NPs in particular must be prepared to step up and take their place as primary 
providers for many populations. Rural areas will be in high demand for staffing the NP due to a similar 
physician shortage [18] and NPs will be expected to act autonomously at rural ERs. Physician collaboration 
is still required for many states. However, in some states there are guidelines allowing independent NP 
practice. 
 
4.2. Background Information 
IOM’s recommendation to allow advanced practice nurses practice to the limits of their scope of 
practice based on their education and training. IOM recommendations include removing restrictions that limit 
advanced practice nurses from fully using their skills. Some suggestions include expanding Medicare to 
include NPs as primary providers and increase reimbursement for the services provided just as physicians are 
reimbursed now. Amend the Medicare program to allow NPs to perform admission assessments and 
complete admission requirements for patients to enter skilled facilities and home health agencies.  These, 
among other actions, can benefit NPs by providing the much needed autonomy in clinical settings. Rural 
situations, especially for emergency NPs, will benefit the most from changes in the way reimbursement is 
presented and NPs practice [16]. 
According to a survey conducted by Sermo (2011) [19], most physicians believe that independent 
NP practice will not increase quality health care and will not decrease costs associated with health care 
spending. Instead, many believe that care quality will be reduced and costs will be increased. Most 
physicians believe physician-run services will be more efficient and provide better quality of care than that of 
a NP. For emergency NPs, this is a crucial blow because it is imperative the autonomy that advanced practice 
nurses seek be approved and data shown that quality not only increases quality of care but cuts costs as well. 
This will lend authority to the role of the emergency NP as a sole provider and make a step toward changing 
today’s health care environment. 
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4.3. Quality Improvement 
Carolyn Clancy [7] sends a clear message to ER patients about quality. A quality interaction consists 
of many steps to maintain the safety of the patient. These include verbal read back orders, omitting costly 
tests that are unnecessary, and cutting wait times. Emergency NPs have a role in this in many ways. In her 
podcast, Clancy explains that a new frontier of medicine is coming and NPs will be a driving force in seeing 
that these quality factors are implemented. NPs will use autonomy to see that costly tests are omitted and cut 
wait times by treating minor injuries quickly without a long wait between triage and seeing a physician. This 
will also begin to eliminate left without treatment cases (LWOT), a common occurrence in today’s ERs. 
Clancy [7] goes on to talk about the paradigm shift coming from cure to quality care. NPs are in the primary 
position to provide quality care by spending more time at the bedside, talking to the patient in layman’s 
terms, and providing extensive discharge education. Many consumers are shopping for quality health care. 
Having a quality initiative in place that addresses the most common causes for complaints in the ER can 
alleviate many poor hospital patient satisfaction scores. Underscoring NP autonomy in the ER so that NPs 
can function independently when necessary in the ER can only add to patient satisfaction as NPs function to 
their full potential, especially in rural settings. In rural settings, quality health care becomes dependent on 
NPs being allowed to function autonomously as many times the NP is the first contact patients have with the 
emergency care system. 
 
4.4. How is Autonomy Measured? 
The American Nurses Association (ANA) strongly advocates autonomy for advanced practice 
nurses. In Figure 1 [20] provided by ANA, the pinnacle of advanced practice nursing is autonomy. 
 
 
 
 
Figure 1. Outcome = Safety, Quality, and Evidence-based Nursing Practice 
 
 
The goal for advanced practice nurses is to achieve an outcome of “safe, quality, evidence-based 
nursing” care to the population qualified to practice to For the emergency NP, the outcome desired is 
remaining in the scope of practice as set forth by the nurse practice act of the state licensing board. Reaching 
autonomous practice is the goal for providing the three qualities to achieve the outcome of “safe, quality, and 
evidence-based nursing practice”. The quality indicators used are found within the pyramid: “nursing 
professional scope of practice, standards of practice, code of ethics, and certification of specialty, nurse 
practice act and rules and regulations, institutional policies and procedures, and self-determination” [20]. The 
concern for NPs who breach any of these quality indicators is that quality care will decline and patient 
outcomes will suffer. Also, NP credibility will decrease in the eyes of physicians, other NPs, the federal 
government, other stakeholders, and patients. The need to maintain quality outcomes is crucial for those who 
seek autonomous practice as emergency NPs or as NPs in general. Safety issues arise as well when any of 
these factors are neglected or ignored. Patient safety is also jeopardized when these factors are at ignored and 
NPs are subject to lose credibility as primary providers when this happens. 
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4.5. Autonomy: A Breach in Costs and Control 
Midlevel providers such as emergency NPs have are showing a greater usage in the ER over the last 
few years. According to a report by Grinde and Camargo [21], 12.7% of all ER patients were seen by 
midlevel providers in 2006. A growing concern by physicians for quality of care has been noted in the article. 
The concerns listed include the supervision of the midlevel providers. For approximately six million visits, 
emergency NPs have replaced physicians as primary emergency providers. Concerns, ranging from 
decreasing staff resources of primary emergency physicians, rising costs of emergency care, financial 
difficulties of some hospitals, and the reimbursement issues of some insurance companies and the Centers for 
Medicare and Medicaid (CMS). Overall, emergency physicians in the Grinde and Camargo article [21] seem 
concerned about the quality of care autonomous NPs are giving their patients based on the education and 
training programs that are now available. The cost of training a NP is not so far less than training an MD, 
however, as NPs training require extensive preparation and in depth training beyond the baccalaureate level. 
Emergency NPs have an opportunity in the coming years to make a difference in the quality data and help cut 
costs associated with repeat visits and readmissions. 
 
4.6. Microsystems 
Clinical microsystems are a way to validate clinical systems for patients, families, and other 
providers. For emergency NPs, the clinical microsystem presented in this paper is the ambulatory community 
setting where NPs can function autonomously as primary providers. These rural settings serve as primary 
checkpoints for NPs as they treat patients both emergently and non-urgently. The patient’s journey through 
the rural ER where care is provided by the NP sets up a unique microsystem and concentric view for the 
health care provider. Patients and families want quality health care and evidence-based care from the 
provider on duty. For the emergency NP, providing evidence-based care is essential to maintaining a solid 
practice and good outcomes. Health care systems are in the business to develop more patient relationships 
and increase patient load [22]. Emergency NPs can contribute to this by using professionalism, practice, and 
purpose. Retaining caring, competent health care providers is essential in a rural microsystem. Will, 
execution, ideas, and flow are essential to the survival of a microsystem. In a rural microsystem, the 
emergency NP can contribute to the by being proactive in legislative actions related to practice, joining and 
maintaining membership in national organizations, maintaining skill base by attending conferences and 
workshops, and continuing to promote research and theory in practice. The microsystem is important because 
it is viewed by the patient and considered important by the patient’s decisions. As soon as a patient is in a 
relationship with the emergency NP, the patient is involved in the microsystem and has a shared stake in the 
outcomes. The processes that the NP uses to get to the end result, whether it is ordering lab or X-ray, writing 
a prescription, or simply giving discharge instructions, involves the patient in outcomes. Quality outcomes is 
the goal of the NP and for quality outcomes to be met, the NP must be aware of all the processes that make 
up the microsystem. The patient, the setting (rural ER), the processes (writing a prescription, etc.), and the 
patient all constitute a microsystem [22]. To ensure the patient is satisfied, the NP uses evidence-based 
nursing. 
 
4.7. Public Health Management 
Overcrowding of the ER is increasingly becoming a problem for both rural and metropolitan ERs in 
the US. Understaffing, fewer providers available, and hospital closures are problems that continue to 
contribute to the overcrowding issues facing ERs today. Emergency NPs can justify the increase in autonomy 
needed to work as sole providers in rural ERs, work unsupervised in metropolitan ERs to care for minor 
injuries or illnesses, and serve as first point of contact for the emergency patient. Managers report a high 
level of satisfaction with the use of emergency NPs in the role as primary providers, fast track providers, and 
as point of care providers. NPs today exercise a higher level of expertise and autonomy than in the past. 
Professional development, educational, and training programs are more in depth and require more clinical 
time and more in depth training than in previous years as well [23]. According to Campo et al., NPs report 
more confidence in performing procedures and making decisions in autonomous positions. This study is an 
important landmark study as it finds that NP autonomy is necessary and achievable for practitioners who 
work in both rural and metropolitan settings. On the job training consisted of some of the NP learning, 
however, much of the training was learned during clinical experiences. Validating clinical experiences is 
important when discussing NP autonomy because it is important to achieve a sense of credibility to the 
educational systems that are producing emergency NPs.  Some procedures performed were intubations, 
insertion of central lines, administration of local anesthetic and stitching a wound, and administration of a 
nerve block [23]. It is vital to validate the importance of these procedures since they can be the backbone of 
many emergency procedures. Autonomous practice in a rural setting carries with it a necessity to be 
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proficient with skills and procedures. Credibility is essential and validating skills through practice whether on 
the job or through clinical practice is critical to the autonomy of NPs in the rural setting. 
 
4.8. Conceptual Framework 
According to Quattrinni and Swan [24], Donabedian’s structure-process-outcome conceptual 
framework provides a useful tool for emergency NPs. The quality of care provided is not only important, but 
so is the structure of the physical and organizational properties of the settings. The process of care and the 
return of the patient’s health status are a direct outcome of the emergency NP. As a consequence of contact 
with the NP, the patient can experience either a positive or negative outcome. There are two levels of care in 
the Donabedian model: interpersonal and technical care. Each outcome reflects the patient’s involvement in 
his or her own care and the provider’s ability to provide care for the patient. On a secondary level, the 
patient’s outcomes also include the cost of the health care, length of stay, wait time, and patient satisfaction 
[24]. The necessity of providing a conceptual framework when working with any concept such as autonomy 
is to provide a firm basis for the development of practice guidelines and evidentiary support for evidence-
based practice. 
 
 
5. CASESTUDIES 
5.1. Case Study One: Cholera 
Haiti is experiencing one of the largest Cholera outbreaks in history as a result of lack of proper 
sanitation and water supply due to the 2010 earthquake that ripped the country apart. A multitude of 
organizations including UNICEF, the World Health Organization (WHO), and the United Nations (UN), 
whose workers are suspected of bringing the disease to Haiti originally, have formed teams of relief and 
recovery since the epidemic hit the country some months after the quake [25]. The international community 
has supported Haiti throughout the epidemic and through the support of organizations such as the WHO and 
UN, funds have helped pay for medical care and vaccinations. Now, support is necessary to prevent Haiti’s 
cholera epidemic from becoming endemic. Even before the earthquake, Haiti’s sanitation and water supply 
was far below other Caribbean country standards; now the time has come to shore up the water supply and 
negotiate with government officials to improve sanitation standards [25]. 
Experts called for major donations from contributing countries in 2012 as water and sanitation 
continue to be a problem in the evolving Cholera outbreak. The Presidents of Haiti and the Dominican 
Republic joined the Pan American Health Organization/World Health Organization (PAHO/WHO), 
UNICEF, and the Centers for Disease Control (CDC) in calling for funds to build up the infrastructure of the 
sanitation and water supply systems in Haiti. Representatives of PAHO/WHO, UNICEF, and the CDC called 
for donor countries to release funds promised in 2010 for rebuilding [26]. 
Proper sanitation and a clean water supply will begin to stop the crisis in Haiti. Donor countries are 
needed to make good their contributions and government officials need to make sure improvements are 
made. Representatives of world aide agencies are steadily working toward ending the epidemic in Haiti. 
 
5.2.Case Study Two: Obstetrical Care Limitations in Tanzania 
Adequate obstetrical care is essential to a healthy delivery. Preventing birth defects, infection, and 
neonatal complications can depend upon adequate and timely prenatal, intranatal, and postnatal care. 
Economic factors and political issues make health services in third world countries more complicated. Local 
economies may be lagging and qualified staff may not be available. Global action to improve maternal health 
over the past few years has included studies to improve outcomes, grants, and allocation of resources. Since 
2003, global spending on maternal-child health spending has increased from $2.1 billion in 2003 to $3.5 
billion in 2006 [27]. Key innovations are necessary to prevent complications due to lack of funding and 
adequately trained staff. For example, in Tanzania, a lack of adequate resources and a lack of human 
resources, causes a deficiency in emergency and primary obstetric care [28]. Worldwide aide to suffering 
countries by agencies such as the Bill and Melinda Gates Foundation has donated funds to shore up a failing 
system of resource allocation and human resource difficulties. A major deterrent to implementing effecting 
global policy is finding qualified human resources. Securing quality personnel who are qualified to work in 
obstetric care is a key component in improving prenatal resources in Tanzania [28]. The purpose of this essay 
is to examine the current trend of obstetric care in Tanzania and discuss the economic assistance of 
worldwide grants in improving obstetric care. 
Olsen identified the lack of human resources as the main barrier for adequate obstetrical care in 
Tanzania. Lack of funding, inadequate resources, and a lack of available qualified staff contribute to this 
situation. Other barriers against adequate obstetrical care include low morale among staff [28]. Limited 
funding for obstetrical care is also a common problem for finding resources in Tanzania. Of all the problems 
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facing Tanzania’s obstetrical crisis, finding qualified personnel is of the greatest concern. In Tanzania, 60% 
of surgeries are carried out by mid-level practitioners. Most anesthesia, 39.4%, was provided by nurses, 
followed closely by physicians at 31.3%. Too often nursing assistants provided anesthesia supervised by a 
medical officer [29]. In critical times such as during a cesarean section, this could mean the difference 
between life and death. 
There is a poor mix of services among providers in Tanzania with a relatively low access to basic 
obstetric care and a higher access to comprehensive obstetric care. Most of the deliveries (62%) were 
conducted at comprehensive obstetric centers. The majority of complications (60%) occurred at emergency 
birthing centers, primarily volunteer facilities [28]. The cost of a simple vaginal delivery in a hospital at a 
basic obstetric facility is $6.30. The cost of a delivery in an emergency clinic is $12.30. The cost for surgical 
delivery is $69.26 [30]. Improved planning of resource allocation can only improve services and allow for 
more a more adequate mix of services. Priorities have to be set by gauging what services are most important. 
Cost-analysis shows what resources are available and what resources have been spent. This is necessary to 
analyze the efficiency in which resources have been allocated. About $0.84 was spent per individual for 
maternal services and total costs of pregnancy were about $20 per pregnancy [30]. Allocation of resources is 
essential in this current global economic climate where money is limited. 
Safeguarding the children of Tanzania is a priority for some foundations. The Bill and Melinda 
Gates Foundation in combination with the World Health Organization (WHO) offers a grant to strengthen the 
maternal-child health care in Africa. The grant is worth $35,096,913 and is distributed throughout a term of 
six years and two months [27]. 
The need for global reform of health policy is evident in the cost of health care and problems facing 
Tanzania’s obstetrical population. Global efforts such as grants like the WHO grant and the efforts by the Bill 
and Melinda Gates Foundation accentuate the need for future allocations. 
 
 
6. CONCLUSION 
Health care reform is necessary in the global market as without reform, diseases such as Ebola, 
Cholera, and obstetrical problems will continue to exist in third-world countries, ultimately affecting the US 
as these diseases find their way across international borders. The nursing shortage and nursing faculty 
shortage should be a primary focus for the IOM and other agencies to develop better methods of training 
nurses and recruiting nurses for the profession. Autonomy in practice for the emergency NP is a necessity for 
the advancement of the profession and for the provision of care in both rural and metropolitan settings. Not 
only do emergency NPs provide a high quality of care, NPs also spend more time with patients and 
contribute to the primary provider base that is dwindling in numbers. In order for emergency nurse 
practitioners to meet their full potential, quality care must be provided, but NPs must be given the autonomy 
to provide care in settings both rural and metropolitan. NPs contribute to the care of both urgent and non-
urgent patients, setting standards of care higher than ever with more time spent at bedside, layman’s 
explanations, and extensive discharge teaching. There is no one answer to solving the shortage of providers 
in the emergency setting. Emergency NPs are trained to handle both emergent and non-urgent cases. 
Evidence-based practice and a commitment to the profession put emergency NPs in a position to help ease 
the shortage of the primary care provider in the US emergency room. 
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